Peptic ulcer in India has a peculiar distribution. It is reported to be very common in south India and rare in the Punjab. It is also believed to be different from the disease in the West in being less acute and less likely to bleed or perforate (Dogra, 1940; Somervell and Orr, 1936; Hadley, 1959; and Raghvachari, 1959) . The study reported in this paper was undertaken to determine the incidence and behaviour of ulcer in Assam.
Assam is the extreme north eastern region of India and is noted for its extreme humidity. The annual rainfall ranges from 70 to 140 inches, mean minimum temperature is 40.6TF., the mean maximum temperature is 99-5T. the relative humidity is 86% (Lumding figures) and the height above sea level is 182 to 348 feet. The pace of life is unhurried even in big towns. Houses are made of bamboo matting with or without plaster and with roofs made of elephant grass. Only lately masonry buildings have come into existence.
This study is confined to railway workers and their families who live and work in Assam.
MATERIAL AND METHODS
Diagnosis was based on clinical symptoms and signs, the presence of complications, and barium meal studies. No gastroscopic studies were undertaken. In 50 patients at Gauhati, gastrectomy was done which also confirmed the presence of ulcer. The clinical data are derived from the case records of all the ulcer patients, numbering 452, admitted to the railway hospitals at Gauhati, Lumding, Dibrugarh, and Alipurduar during 1959 and 1960 . Patients treated as out-patients have not been included because of the serious disadvantage of the out-patients' records occasionally being less precise and complete and of varying competence. Data on perforation were expecially studied as perforation of an ulcer is usually a particularly painful and serious disease and expedites hospital admission in all in whom it develops. The incidence of perforation, therefore, would give an index to the incidence of ulcer.
To get a more realistic picture of the incidence of ulcer, a survey of railway staff was undertaken at the head office of the railway at Gauhati and at the locomotive repair shop at Dibrugarh. Every person at work was individually interviewed to find those who gave a history of an ulcer-like pain, indigestion, night pain, malaena, haematemesis, perforation, or a known diagnosis of ulcer. The survey at Dibrugarh was carried out by one of us (P.C.B.) and the other at Gauhati by C.T.M., under the direction of the principal author. The survey at Dibrugarh covered all workers, whether at work or absent, whereas the survey at Gauhati, due to an initial mistake in planning, covered only those who were at work at the time of the interview. It is possible that there may have been cases of peptic ulcer amongst the absentees in the Gauhati group.
Railway employees have to obtain a medical certificate in case of absence due to illness. These certificates for Lumding and Gauhati have also been studied to find out the number of railway servants who were absent from work in 1960 with a diagnosis of peptic ulcer. sented the number of ulcer patients and the total number of patients admitted to hospital during 1959 and 1960 in the four railway hospitals. The admissions for ulcer expressed as a percentage of all admissions were 4-1 % for Gauhati, 2-7 % for Lumding, 4-3% for Dibrugarh, and 2-8 % for Alipurduar. The railway population (adult employees) in these cities is precisely known and the incidence of patients with acute ulcer requiring admission works out to 2-13% for Gauhati, 1-75%
for Lumding, and 1-2 % for Dibrugarh each year.
At Lumding the railway colony is compact and the railway hospital is the only medical institution in the area. All patients must, therefore, come to the railway hospital. In the case of Lumding, we have also collected the number of patients treated as out-patients. There was a total of 351 ulcer patients at Lumding in 1960 and the incidence of active ulcers in the employees works out to 5.3 % in the age group 18 to 55 years (employees only) and an incidence of 1.3% in the population of all ages, i.e., employees as well as their families.
The disease was 10 times more common in males than in females and the highest incidence was in the age group 21 to 30 years (44.2%), the incidence being low under 20 years and over 50years (Table II ).
An analysis of signs and symptoms was made in the 233 patients, i.e., the 1960 admissions to the four hospitals included in this study (Table III) .
Pain was present in only 840% of the patients. A history of melaena was present in 305 0% of our cases. There were several patients in our study both in the hospital series as well as in the survey group in whom the presenting and the only symptom was melaena, sometimes massive, without any pain or indigestion. We have carefully gone into their histories and have found a characteristic periodicity in this symptom also. Previous work on peptic ulcer done in India had given rise to a beliefthat the disease was very common in south India and not so elsewhere (Somervell and Orr, 1936; Dogra, 1940; Hadley, 1959) .
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The disease was also believed to be different from IOL) the disease in the West in being less acute and the Percentage ulcer less likely to bleed or perforate. (Somervell and Orr, 1936; Raghvachari, 1959) .
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The present study has shown a high incidence of 11 the disease in the railway workers in Assam, most 183 of whom were rice-eating Bengalees, Biharies, or 1.5
Assamese, there being no wheat-eating north Indians amongst them.
The incidence of active and passive ulcer in the adult population was 8-8 % in office workers and in Tables VI 15- studies that ulcer as it occurs in India is less likely reported sick to bleed and perforate also does not apply to the tfpeptic ulcer disease in Assam.
We first thought that our high figures might have (0-1 %) 1 1% of ulcer cases been due to selection playing a part, as with limited hospital accommodation only seriously ill patients with complications would be admitted. But the high incidence of haemorrhage is confirmed also by our survey studies, complications being present in 19.1 % of the patients in Gauhati and 25.5 % in the Dibrugarh group. The variation as related to occupation is also interesting, the complication being more common in office workers than in manual workers. As a further check we made a special study of this complication by specifically looking for it in our 1961 admissions at the Gauhati Hospital. Out of the 43 ulcer patients admitted to this hospital in 1961, 24 (51.1 %) gave a history of melaena at some time or other; in 10 (23.2%) melaena was the presenting symptom on admission. Garrido-Klinge and Pena (1959) have reported an even higher incidence (75 %) in their Peruvian study. In this respect, therefore, the ulcer in Assam differs from the ulcer in south India as reported by Somervell and Orr (1936) . One of us (S.L.M.) has studied the ulcer problem in Udaipur (Rajasthan) and was impressed with this difference there too. The ulcer in Udaipur did not have the same tendency to bleed as did the disease in Assam.
Perforation was found to be extremely infrequent in the series of Somervell and Orr (1936) . They came across four cases of perforation in a series of 2,500 cases of peptic ulcer, an incidence of 0.16 % only. As compared to this, the incidence ofperforation encountered in this study is very high, 8 to 14 % of peptic ulcer admissions being for perforation. The annual incidence at Lumding where the railway patients must all come to the railway hospital, there being no other hospital there, works out at 24.2 per 100,000 of the population, 14% of the hospitalized ulcer patients and a little fewer than 2% of the active ulcer patients. One must, therefore, conclude that the ulcer as seen in Assam is not very different from the ulcer seen in the West, but it differs from the ulcer seen in the south of India.
Our experience of gastric acidity has also been different from that of other Indian workers, notably, Raghvachari (1959) who found that out of his series of 622 patients less than 10% showed hyperacidity.
